Primary liver lymphoma is extremely rare, in most of cases it is a B cell lymphoma. Usually the diagnosis is made in middle-aged individuals and most of them have a relatively short life expectancy. In this article, the authors present a case report of a 75-year-old woman with symptoms of three weeks of evolution of diffuse abdominal pain, asthenia and anorexia. The analysis showed cyto cholestasis and the radiological image with lush hepatomegaly because of a large hepatic mass. The patient started chemotherapy and actually is well twenty months after the end of the chemotherapy.
Introduction
Primary liver lymphoma has high rarity diagnosis [1] - [6] , corresponding to less than "1%" of all lymphomas [7] - [9] . It acounts approximately for "0.4%" [10] [11] of the extranodal non-Hodgkin lymphomas and approximately "0.01%" to "0.06%" [1] [2] [6] [7] [12] of the non-Hodgkin lymphomas.
The mean age of presentation is around 50 years and the median survival is between 8 and 16 months [3] , depending on response to treatment. It has predominance of males and white individuals [13] .
The form of presentation could be very variable and nonspecific and it could delay the diagnosis [7] . B symptoms, hepatomegaly, abdominal pain and cholestatic jaundice are the most common forms of presentation. The diffuse liver infiltration and acute hepatic insufficiency are even more rare forms of manifestation of the disease [8] .
According to some authors, the primary non-Hodgkin lymphoma could be classified as nodular and diffuse and this last one has a worse prognosis [9] .
The histology is the gold standard to make the diagnosis. The small number of reported cases in the literature, the prognosis and treatment considered optimal still continues on study [9] [12].
Case Report
The authors expose a case of a 75-year-old woman, previously autonomous, with known history of arterial hypertension and iatrogenic hypothyroidism that went to the hospital with diffuse abdominal pain, asthenia and anorexia with three weeks of evolution. In admission she was in degraded general state with third part dependence for daily life activities, with temporal and spatial disorientation and an ECOG of 3. She complained of abdominal pain preferably located on the right hypochondrium. The analysis showed a proeminent cyto cholestasis (TGO three times higher, TGP 1.5 times higher, AF 9 to 10 times higher, and GGT 22 times higher), total bilirubin higher (3.99 mg/dl), hypoalbuminemia (2.78 g/dl). The full blood count showed leukocytosis (13.35 × 10 3 /μl), neutrophylia (11.51 × 10 3 /μl), hemoglobin (10.7 g/dl) and platelets (288 × 10 3 /μl). The reactive C protein was 180.7 mg/l. The abdominal ultrasound described a nodular lesion of large dimensions occupying almost the entire liver of a nonspecific characteristic. She did a thoracic abdominal and pelvic computed tomography showing a massive hepatomegaly with 23 cm diameter by a large mass of about 19 cm occupying a significant part of the liver with a relative central location in almost every segments of the left lateral lobe and VI segment, involving also the remaining liver with enhancement in the arterial phase overall hypodense relative to hepatic parenchyma in venous and delayed phases, with extensive area of central necrosis, which lead to compression of the biliary tree and dilation of intrahepatic branches (Figure 1) . There was no personal history of cancer neither autoimmune disease.
In the remaining study, it was excluded HIV, HVC and HVB infections, and immune study was also normal and blood cultures were negative. There was a positive tumor marker alfa-fetoprotein (0.5 μg/L). The histology of the liver biopsy performed with ultrasound control revealed that it was diffuse large B cell lymphoma. Cra- neoencefalic computed tomography had no lesions. The bone marrow aspiration and biopsy revealed no lymphoma involvement.
The patient directed began treatment with chemotherapy regimen with CVP (Cyclophosphamide, Vincristine, Prednisolone) and because of the evidence of improvement it was changed to CNOP (Cyclophosphamide, Mitoxantoma, Vincristine, Prednisolone).
After de 4 th and 8 th chemotherapy cycles, the images of computed tomography were repeated and it was found that there was a gradual reduction of the hepatic lesion (30.0 mm × 57.1 mm and 17.0 mm × 45.1 mm) ( Figure  2 and Figure 3) .
Conclusions
The primary hepatic lymphoma presents with hepatic invasive behavior, and may present diffuse involvement. It is a very rare disease of unknown etiology, although studies points to be related to viral infection with HVB or HVC [1] , but in this case there were negative.
The atypical clinical signs such as abdominal pain which is located in the right hypochondrium, lead to ask for imaging exams. The finding of a hepatic lesion with a central necrotic area is the form of image presentation described in the literature to the primary hepatic lymphoma. In this case, there was a diffuse hepatic involvement.
The histology confirmed the diagnosis and it was decided to treat the patient with CVP. She presented a great clinical and analytical improvement after the first cycle.
The primary liver large B cell lymphoma is a rare pathology with some cases documented in the literature. With a suspicious imaging finding, the liver biopsy should be done to establish a diagnosis and providing targeted treatment, which can be instrumental in improving the quality of life of the patients. Just as our case, and beside poor prognosis and short survival time, it is possible to provide an improvement in the general state life having a possibility of cure. Given the poor condition of the patient and low ECOG score, it was decided for CVP. As she had good evolution with this treatment it was decided to switch to CNOP.
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